Or 'NLY ABOUT one half of tuberculosis patients are able to take full advantage of present-day knowledge, drug therapy, and surgical treatment for their disease. This is not because there are not enough hospitals, nor because patients are unable in some way or another to get into the hospitals. It is because the patients leave tuberculosis hospitals "irregularly." Discharge "against medical advice (AMA)," or "absence without official leave (AWOL)," or "disciplinary discharge" (the three forms of irregular discharge) indicates a rupture in the adjustment of the patient to the hospital environment. This paper explores the nature of the problem of irregular discharge, and outlines some of the difficulties in interpersonal relationships which appear to be concerned.
Irregular discharge can be said to average about 50 per cent of all discharges "from tuberculosis hospitals. 15 The lowest percentages are found usually in small sanatoria. The highest percentages occur in the large government hospitals and municipal sanatoria. The magnitude of the problem may be even greater than indicated because of differences in definition of irregular discharge at various sanatoria and differences in administrative t Deceased.
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Received for publication May 17, 1954. practices governing hospital discharges and transfers. One might ask whether there is any serious consequence resulting from tuberculosis patients leaving the hospital before the doctor thinks they should. Studies dealing with this problem indicate that in comparison with regularly discharged patients, sustained good health is half as likely, and death twice as likely, among patients who leave the hospital prematurely. 10 In one series, 9 for example, after eight years, 57 per cent of the irregularly discharged patients had died of tuberculosis, in contrast to 2,2 per cent among those who received maximum hospital benefit discharges. Financial costs can be calculated only approximately. The Veterans Administration estimates that each irregular discharge represents an investment of $10,000 in treatment which has been lost. Anyone may guess as to the cost in terms of spread of disease, infection of children, increased loss of productivity of the wage earner, and disruption of family. It is curious, indeed, that a Maisel or a Deutsch has not yet publicized this medicalsocial problem.
Considering its importance, there has been relatively little research on the problem of irregular discharge. There have been a number of articles emphasizing the significance of irregular discharge and many philosophical essays dealing with the factors supposedly responsible for this phenomenon. One excellent study has been carried out by Tollen for the Veterans Administration, based on data PSYCHOSOMATIC MEDICINE obtained by retrospective interviews conducted by social workers who visited patients at home after their irregular discharges. However, research that involves a number of professional disciplines and utilizes control groups has been entirely wanting.
Recently the Veterans Administration has shown special interest in this problem, and currently studies of irregular discharge are in progress in a number of veterans' hospitals. One such institution is the Veterans Administration Hospital in Madison, Wisconsin, which is a tuberculosis center of 486 beds operated as a Deans Committee hospital in collaboration with the University of Wisconsin Medical School.
A Preliminary Survey
The present study of irregular discharge was begun in January, 1952, three months after the opening of this hospital. At the onset it was determined to start "from the ground up." An initial sampling of opinion among experienced staff workers in the various professional services of the hospital indicated that a wide variety of factors were held responsible for irregular discharge. Such factors included alcoholism, sexual privation, distance of the hospital from the patient's home, family and emotional problems, the patient's false optimism engendered through confidence in antibiotics, and just plain "human nature." An additional sampling of opinion in regard to constructive solutions revealed that staff members tended to answer the problem according to their own specific disciplines. Social workers, for example, were inclined to feel that more social workers and better use of community resources would solve the problem. Psychologists felt that more group and individual therapy by more psychologists would be the answer. Hospital administrators were apt to look for administrative solutions.
The Research Committee
An attempt to avoid bias was necessary in the face of this variety of opinions. It was decided, therefore, to discuss at weekly con-VOL. XVII, NO. 4, 1955 277 ferences all discernible and relevant factors involved in each case of irregular discharge. Present at each conference was a research team consisting of the psychiatrists and psychologists who had known the patient, the ward physician, the hospital manager or his representative, the social workers who had dealt with the patient, the chaplain, the ward nurses, representatives from the Contact and Registrar sections, and staff members who had worked with the patient in the Physical Medicine and Rehabilitation Service. Up to the present time, factors possibly pertinent to irregular discharge of approximately 120 such patients have been carefully reviewed.
The consensus concerning the evaluation of each patient's ward behavior, his attitude toward his disease and hospitalization, etc., was striking. This corroboration had a strengthening influence on the research team. In addition, a number of new and unexpected clues for predicting irregular discharge were disclosed. It was noted, for example, by the hospital contact officer, that if the patient did not change his official mailing address to that of the hospital, he was very likely to leave irregularly.
Preliminary Findings
In the beginning of the study it was hoped that some relatively simple factors contributing to the problem of irregular discharge might be found. Thus, as soon as possible, various identifying data obtained from 100 consecutive, irregularly discharged patients were collected, tabulated, and compared with similar data from 100 successive patients who were regularly discharged. Statistical analysis indicated that such factors as age, race, service connection, marital status, distance of the hospital from the patient's home, and "activity" of tuberculous disease, did not discriminate significantly between the two groups.
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On the other hand, this analysis did show that the irregularly discharged patient tends to have a significantly greater number of previous irregular discharges than the patient who leaves with medical sanction. It appears, at the moment, that this factor is the best simple indicator for singling out, on admis-sion, those patients who are likely to leave prematurely.
Also, a definite relationship was found to exist between duration of hospitalizadon and irregular discharge. There was an early peak of irregular discharge at about the end of the third month of hospitalization. Following this there was a decrease in the rate of irregular discharge for a while, but during the latter half of the first year, a second flutter occurred.
Since no simple factors responsible for irregular discharge were apparent, it was necessary to investigate the more complex factors in the picture. Previous studies 1 -4> 8> 15 have implicated both personality maladjustment and situational stress as important variables contributing to irregular discharge. An exploratory study at this hospital involving 40 consecutive irregular discharge patients also dealt with these two factors.
Personality Maladjustment
The results of this study generally confirmed the early reports of other investigators. Regarding personality maladjustment, the majority of this group of patients had been diagnosed by members of our Psychosomatic Section, or by psychiatrists elsewhere, as suffering from some type of neuropsychiatric illness. It should be noted, however, that these observations do not necessarily mean that all irregularly discharged patients are neuropsychiatric patients. Conversely, all patients who are emotionally disturbed do not leave the hospital irregularly. Evidence for this assertion was found through the review of 40 consecutive emotionally disturbed patients who had been seen in psychosomatic consultation and who had not left the hospital irregularly. Furthermore, a comparison of psychiatric diagnoses revealed no significant differences between the irregular discharge group and the comparison group of 40 patients who remained. About 60 per cent of the patients in each of the two series had character disorders of one sort or another. An additional 30 per cent were considered as neurotic, 5 per cent were classified as psychotic, and the remaining 5 per cent were not diagnosed. Thus, it is fairly obvious that one cannot say that a
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patient will leave the hospital irregularly merely because he has been assigned one of the above psychiatric diagnoses. Our observations, however, led us to believe that the personality factors which may distinguish irregular from regular discharge patients are probably more subtle than those revealed by gross psychiatric classifications.
Situational Stress
It was found that the irregularly discharged patients were not contending with situational problems any more severe than those seen in the comparison group. A careful evaluation of each patient's case history was made for the purpose of estimating, as best we could, the factors of stress operating at the time of discharge or, on the other hand, at the time of psychosomatic consultation. In both groups intrahospital stress was apparent in 35 to 40 per cent of the cases, extrahospital stress in 40 to 45 per cent, and no discernible situational stress in the remaining 15 to 20 per cent. It seems pertinent, furthermore, that in the opinion of the social workers (as well as of other members of the team) neither of these two groups was contending with situational problems any more severe than those seen in the general hospital population. Thus, it did not seem to be possible to differentiate irregular discharge patients from either the comparison group of emotionally disturbed individuals or, indeed, from the general hospital population merely through the fact that they might be contending with unusually stressful situational or family problems. It is our feeling, however, that the manner in which irregular discharge patients perceive their situational problems and their attitude toward accefting assistance designed to help them solve such problems are two important factors which may distinguish patients who leave the hospital irregularly from those who do not.
Types of Irregular Discharge
These preliminary explorations of personality and stress factors failed to yield definitive information which clearly would differentiate patients who go irregularly from those who stay. Therefore, we set ourselves the task of reviewing our cases more deeply with an eye to detecting the forces and mechanisms, either within patients or within their environment, which made for irregular discharge.
The problem is complicated additionally by the fact that there are many different varieties of irregular discharge, as well as variations in situations which precipitate this type of discharge. Some discharges take place early in hospitalization while others occur late; for example, just before a regularly scheduled discharge. Some irregular discharges are planned while others are carried out impulsively. Most irregular discharges are single but occasionally the premature walking out occurs in groups. Sometimes the patient rejects the hospital by going AWOL and sometimes the hospital rejects the patient (or ejects him) by disciplinary discharge. In view of these variations, simply to compare one irregular discharge with another is to risk comparing apples with oranges. There does not appear to be any one irregular discharge situation, nor does there seem to be any one type of patient who leaves irregularly.
Developmental Stages in Hospital Adjustment
The data, largely descriptive in nature, derived from the work of others and from our own studies, have been reviewed above. No clear-cut rationale which would clarify the empirical and descriptive material now available has been proposed as yet. The remainder of this paper is devoted to a first approximation in this direction.
Over 250 patients have been seen in consultation by members of the Psychosomatic Section during the past two years. The anamnestic material obtained from these consultations, together with many observations of hospital behavior, has led us to a useful conception of irregular discharge in relation to the various developmental phases of hospital adjustment.
These phases correspond to a recapitulation of the individual's developmental history. Early in hospitalization, patients are forced to VOL. XVII, NO. 4, 1955 279 accept complete bed rest. This, in effect, enforces a regression to an "infantile" stage. As their condition improves, they are allowed to get up and circulate at greater and greater distances from their bed and from their "ward family." Still later in hospitalization their freedom of activity is such that they behave like adolescents. The role played by the ward personnel and the hospital staff changes with the "growing up" of the patient. For a time the patient is dependent upon doctor and nurse as upon father and mother. Later he is allowed to function more and more independently. Still later he makes his own judgments (sometimes rebelliously), and finally, on recovery (with "parental" medical approval) he leaves the support and guidance of the hospital family.* This synopsis of the changing emotional adjustment of tuberculosis patients to hospitalization requires a normal flexibility of character structure and a normal capacity for making and shifting relationships with people. The earliest impact of hospitalization for tuberculosis is lonely isolation. Tuberculosis is a stigmatizing and ominously threatening disease which necessitates disruption of associations with and attachments to family and friends, home, and job. Not even pride and responsibility remain to fill the void. "Normal" patients react to these assaults with some anxiety but proceed, as the months pass, to readjust their emotional attachments, placing new investments of feeling in the hospital staff, in other patients, etc. Any interference, at any time, with this necessary process results in disturbances of the emotional economy which, in extremes, are recognized as psychiatric symptoms. One such symptom, in our opinion, is the desperate measure of "run-* We feel that a study of the reactions of relatively normal patients to this enforced regression will throw light on the similar, though less obvious, regressions which occur in psychiatric patients. It becomes clear from studying tuberculosis patients that "hospitalism" itself is an illness, as was observed by Spitz in infants. The physician should, therefore, recognize that hospitalization may be responsible for regressive symptoms in psychiatric patients, independent of the particular illness for which it is advised.
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ning away," or in technical terms, irregular discharge.
Against this background, the emotional forces which seem to make for irregular discharge during the first few months of hospitalization are quite different from those which appear to he operating later in hospitalization.
Reactions of Patients Early in Hospitalization and Their Relevance to Irregular Discharge

The Problem of Separation Anxiety
Published descriptions of the emotional reactions to hospitalization shown by tuberculosis patients have stressed the reactions of shock, denial of illness, depression, apathy, or variations on these themes.
16 Such responses are familiar to all those who have observed patients in the first few weeks of hospitalization. They have usually been attributed to the threat to bodily integrity, the threat to future security, and fears of death imposed by tuberculosis. The importance of separation from loved ones, however, has not been stressed sufficiently.
A striking similiarity exists between this reaction in tuberculosis patients and the behavior of individuals seen in many other situations involving separation. The nature of the reaction is most obvious in the case of children deprived of their parents. The following is a typical example of the importance of separation as a factor in irregular discharge.
Case 1
A 6o-year-old white male had had several AMA discharges from sanatoria near his home in the past. After only a month in the Madison V. A. Hospital, during which time he had been quiet and compliant, he suddenly announced his intention to leave. His opening remark when seen in consultation was, "I just want to go home to mamma." He then said that he had never been away from his wife until he became ill. He had suffered from symptoms suggesting duodenal ulcer for some years. Before his marriage he had been quite dependent upon his parents. Although superficially denying anxiety, he appeared to the nurses to be covertly fearful. All his thoughts revolved about home and wife. The Madison Sentence Completion responses were of the following type:
While I am away from home . . . I get awfully lonesome. The patient refused to recognize the seriousness of his illness. His wife visited him a few days after he was seen in consultation. Both the patient and his wife were carefully oriented as to the severity of his disease, but without apparent effect. The patient left AMA.
In this case, the patient's loneliness away from his wife was quite conscious. Separation anxiety, in the usual sense, refers to fears arising from the actual or threatened loss of the mother. This basic fear tends to be reflected later in attitudes (usually unconscious) toward mother surrogates.
Another of our patients, who had experienced an earlier traumatic separation from his mother, suffered an overpowering reactivation of the anxiety he had felt at the time of this separation, shortly after admission to our hospital.
Case 2
A 28-year-old, slender, immature man of Mexican ancestry was referred for consultation because of depression which appeared a few weeks after admission. The patient was the fifth of five boys. He was very close to his mother and was the "family pet." The home was broken up because of severe economic privation which forced the father to become a migratory worker. The mother was the mainspring of the family. When the patient was eleven she died. Following this, the patient, who was raised to be proud of his nationality and of his family, became mildly delinquent and irresponsible. No close attachments to people were established. He married and eventually had three children. When seen in consultation the patient wept and was unable to talk of anything except his feelings about his mother, his constant recollections of the hospital in which his mother died, his guilt feelings toward her for not having lived up to her expectations of him, his indifferences toward his wife (who didn't need the patient "because she has her own mother"), his desire to be a proper father to his children, and, on the other hand, his conscious wish to rejoin his mother "by dying."
The patient's depression deepened after a few weeks of hospitalization and he made open threats of suicide. When placed under suicide precautions he became very angry and resentful. His depression lessened markedly. He demanded to leave the hospital to go to take care of his children. The patient was no longer considered psychotic and he was discharged in the custody of his brother.
Various forms of separation anxiety can be seen throughout the general tuberculosis hospital population. These reactions seem to assume crucial importance among patients who resort to irregular discharge.
The Problem of Isolation (Difficulty in Forming Object Attachments)
Many irregular discharge patients appear to have low "inner security." Their capacity to develop interpersonal attachments seems to be less than that of the average patient. Often they show little overt disturbance in feelings early in their hospitalization but wander in as "strangers" and remain so. One of the most commonly noted reactions in our series of irregular discharge patients was that of lack of friendly involvement with persons met in the hospital.
The Madison Sentence Completion Form, which will be described below, reveals disturbances of the sort just described in a rather sensitive way. The responses obtained on this form are often of the flavor revealed in one typical, completed sentence: "What I'll miss the most when I leave the hospital . . . absolutely nothing."
Case 3
A 25-year-old white male was referred because of a history of chronic alcoholism and repeated AMA discharges. The patient was the fourth of five children of a southern sharecropper. His childhood circumstances were of the "Tobacco Road" variety. The father was demanding, hot tempered, and a drunkard. The patient was a quiet, lonely youngster. The happiest period of his life took place during his army service, which was interrupted by the development of tuberculosis. AMA discharges in the past came after VOL. xvir, NO. 4, 1955 281 the patient developed intolerable loneliness and left the hospital to get drunk, because, as he said later, "It makes me feel as good as anyone, and I can forget." The diagnostic impression was that of a long-standing and severe character neurosis with a great deal of anxiety. A psychological test battery was administered and revealed behavior "like that of a hurt child who was fearful of getting close to people lest he be hurt again." There were strong signs of early rejection by parents and of fear and anxiousness surrounding figures of authority (e.g. doctors), with underlying wistful longing for warmth and security. Expecting rejection, from women in particular, spiteful attitudes of the "I'll go out and eat worms!" variety were prominent.
The Madison Sentence Completion responses included such characteristic answers as 'While I am in the hospital, my friends . . . forget you"; "I have most confidence in . . . myself; "When other people take care of me . . . "They throw me bait, then drop me," and "I think the doctor . . . is a sadist." His attitude toward women staff members was at least as derogatory. In spite of such attitudes this patient developed an attachment for a male physician and although seen rather infrequently, he adjusted quite well to his hospitalization. His relationships with the rest of the staff were marked by indifferences and a lack of any emotional involvement. When his relationship with the physician was interrupted because of the physician's vacation, the patient promptly went AMA. He returned shortly (3 months later), but again left AMA.
This example serves to demonstrate the difficulty in forming hospital friendships, a difficulty shared by many of the irregular discharge patients in this series. It also indicates the importance of developing, as soon as possible, whatever potentialities there are for object attachments in the hospital setting.
Comment:
Experience in placing children in fosterhomes has led to the development of various technical devices for lessening the intensity of the transitional period. These include the development of supportive emotional relationships, the exploitation of symbols (such as toys or everyday articles of use) to make the new home more like the old, and the use of gradually lengthened trial moves to assist in the transition between home and the new environment. These devices have been used, on a common-sense basis, in various sanatoria but have not as yet been systematically studied and applied to the reaction of the tuberculosis patient in the early period of hospitalization. Mention may be made here of a recent study of Prugh et al. at the Children's Medical Center in Boston. This study demonstrates the therapeutic effect of devices such as those noted above in preventing the serious emotional disturbances found in both infants and older children when hospitalization is necessitated.
The greater stability and the lower irregular discharge rate in small sanatoria may be related to the fact that ordinarily these patients do not move from ward to ward and do not experience interruption of their relationships to hospital staff. For example, there are two small sanatoria near the Madison Veterans Administration Hospital. In one, in which there are only about 35 patients, one doctor, and a staff which does not change over the years, the irregular discharge rate is negligible. In the other, which is run quite flexibly, there are only three doctors and there is very little movement from ward to ward. T h e irregular discharge rate of this sanatorium is approximately 25 per cent as compared with 46 per cent in the Madison V. A. Hospital.
Our experience would argue for experiments with techniques designed to reduce separation anxiety, to promote the rapid development of attachment to hospital personnel or to other patients, and to diminish emotional isolation. One might place the patients with problems of the sort described above in special wards with carefully designed rules regarding personal possessions, visits from relatives, and other privileges during the initial period. Intensive use of a "buddy system" might be tried. Specially trained personnel might be assigned to the ward, and any interruption of patient-staff relationships avoided. Bed rest rules can sometimes be modified to lessen the severity of the emotional vacuum these patients experience early in hospitalization when they are forced to depend so completely upon the hospital staff.
The following case report illustrates how a flexible approach may be helpful in selected instances:
Case 4
This 39jyear-old, 6', 2" Negro laborer left home at the age of 10 and was able to support himself at once. By the age of 12, he was doing "a man's work." He always depended upon his magnificent physical development for his security. Most of his life he worked as a driver of heavy trucks and machinery. He established no close attachments but led a roving existence. He was an amateur boxer for some years, but any open hostility toward other people was strictly controlled. He had rather strict standards of social and ethical behavior. Shortly after admission he became intensely anxious. He felt that bed rest was "weakening." He became preoccupied with his weight loss and the "bad" effects on his muscular strength. He was almost frantically resdess. He could not accept obvious dependence upon others. He had no criticism of anyone. He stated with determination that he would have to leave the hospital unless he could become more active. The medical therapy board accepted the recommendation to advance him in bed rest classification. He made a much better adjustment and received a regular discharge.
The Problem of Ambivalence
The easy conclusion that very immature people and schizoid or "isolated" individuals invariably become irregular discharge patients is not correct. In our experience, a number of the dependent patients who have been unable to stand on their own, or who have made poor object attachments beyond the limits of the family, take to bed rest as ducks to water. They do not leave irregularly. Schizoid patients often seem relieved at being ordered to bed and some of the most contented "cure takers" are overt schizophrenics.
We are inclined to believe that another group of irregular discharge patients seek closeness to people and therefore are not primarily isolates. Strong ambivalent feelings seem more characteristic of these patients. They reach out to members of the hospital staff in a yearning way, but become angry and spiteful when succor is denied them (as in Case 3). Unlike the "isolates," who seem unconcerned, and PSYCHOSOMATIC MEDICINB unlike dependent patients who usually sulk and nurse their injured feelings, or gripe while remaining in the hospital, these ambivalent individuals walk out in a huff. Walking out precipitously seems to create a vicious circle. The suspicions and perceived slights engendered by an unhappy hospital experience are not worked through. Perceptual distortions of this sort then persist as barriers to hospital adjustment in the future. Those who leave the hospital irregularly once tend to leave again repeatedly.
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Individual Developmental Problems
Our series of irregular discharge patients included many whose childhood and maturation periods were marked by unusual behavior in relation to the acceptance or rejection of dependency. Some of these individuals had been forced to renounce childhood dependency very early and to assume adult work responsibility even before puberty. Others showed fixed attachment to one parent or to a parent substitute well into adult life. Extreme marital dependency, in which neither partner had been able to endure separation at any time since marriage, was commonly observed. Anamnestic material revealing intense rivalry with other children in the family also was frequently noted.
Case 5
This 45-year-old, white, married carpenter was the oldest of six children. At the age of 9 he had been forced, because of family poverty, to go to work to help his father in farming and lumbering operations. The younger children were able to complete at least high school, and in several cases went on to college, but the patient finished only the fifth grade. He was a "hardworking laborer" proud of his "independence" and muscular strength. Inwardly, however, this patient was very insecure and quite dependent upon his wife. In the hospital he was, from the first, intensely hostile toward and jealous of other patients on the ward, particularly those who were university students. He spoke of their "sissified and superior" attitudes. He resented the nurses' attention to these patients, yet was anxious and guilty about his resentment. He was fearful about his increasing dependence upon the ward staff. After a period of near-panic, a supportive relationship VOL. xvii, NO. 4, 1955 283 with the ward physician was established at a superficial level roughly corresponding to his original relationship with his father. The patient then quieted down and made an excellent hospital adjustment until the ward physician was moved to another part of the hospital. After this, his behavior deteriorated and a few weeks later the patient went AMA.
The relationship between this man's childhood development and his hospital adjustment is clear. His resentment toward other more fortunate patients is not surprising if one keeps in mind that he was the oldest child, forced to help with family support and deprived of education and play, whereas his younger siblings were relatively indulged. In several other cases in this series, envy and jealousy of "more favored" patients erupted in repeated temper outbursts. There was gradual deterioration of adjustment thereafter, culminating in irregular discharge.
The following case reports illustrate further the importance of developmental adjustment problems. These examples show that disturbed relations with father and mother are reflected in distorted attitudes toward doctors, nurses and other "higher-ups" in the hospital.
Case 6
This 29-year-old regular army sergeant was the only son of the chief of detectives of a midwestern city. The mother and father had always quarreled. The patient was a "mamma's boy" who was constantly indulged by his mother. He always fought with his father. Early in his adolescence his mother became ill and after an extended period she died. The patient blamed the mother's death upon the father, because of some difficulties in finances and in obtaining medical care for his mother. Still, he relied upon his father for support. After a turbulent period, the patient joined the regular army. He was apparently content over a period of years before and during the war, making an adolescent type of adjustment marked by minor difficulties with his officers, frequent AWOL's, heavy drinking, promiscuity with women, and general "hell raising." He developed tuberculosis while in the service. Following his discharge to a Veterans Administration hospital, he made an adequate hospital adjustment until he got into a bitter quarrel with his ward physician, who adopted a rather authoritative attitude toward him. As a result, this patient had a violent outburst of rage and impulsively left the hospital. He returned to his father's care but his father promptly took him back to the hospital. On arriving at the hospital he appeared to be a typical "bratty" adolescent who immediately began to defy hospital rules and regulations.
After review of this man's case history, and discussion with the ward personnel, a matter-offact, though firm, attitude was adopted and minor temper outbursts were handled as one might handle those of a 9 or 10 year old. His hospital adjustment has been turbulent but satisfactory from a medical and administrative standpoint to date (12 mo.).
And another example: This patient had been "running away" rebelliously since childhood.
Case 7
This 30-year-old patient gave a history of having conflict throughout his childhood with his strict Lutheran parents. He ran away from home a number of times to avoid beatings. He was truant from school on innumerable occasions. His occupational history was marked by frequent "quittings" whenever he came into conflict with his bosses. In the army he had a history of 13 AWOL's and stood court-martial a number of times, usually because of minor disagreements with his officers. He had several AMA discharges before coming to this hospital. His adjustment was strongly influenced by an intensely dependent attachment to his wife (and resentment of her attachment to their child), and by a longstanding tendency to depressive reactions. The patient's behavior in this hospital was satisfactory until he had a "minor" disagreement with his ward physician. Immediately thereafter the patient impulsively left the hospital AMA saying that he knew he was probably killing himself, but didn't care.
Reactions of Patients Later in Hospitalization and Their Relevance to Irregular Discharge
As time passes and patients begin to get u p and around, the types of problems which seem to provoke irregular discharge appear to change. In some patients, problems which previously had been active, subside. For instance, one patient stated: "Before I got down here [on the ambulatory ward] I never would have believed how much difference it would make [in his adjustment] to have the hospital for my home instead of the bed for my home." Conversely, in other patients, problems, which previously were dormant, recur when these individuals are no longer taken care of and waited on all day long. For example, one patient who in his childhood had always been indulged orally by his diabetic mother, was relatively contented while in bed in a private room. He had been used to having all of his special whims regarding food taken care of by his mother. Early in hospitalization he was able to speak to the dietitian and make special demands so that while in bed and in his private room, he was quite "at home." However, after he advanced from this "infantile feeding period," and went to the dining room, he became very upset because at times he would not be first in the "chow" line. Consequently, he threatened to go AMA. This patient adjusted happily as long as he had the exclusive attention of his substitute parents. However, he seemed unable to tolerate competition. It may be significant that he had a younger sister toward whom there was evidence of competitive jealousy.
Another revealing example of this type of. change arose from the practice, at one time, of allowing patients, even on strict bed rest, to go to the toilet once a day. A change in policy was then made requiring the use of commodes at the bedside on certain wards. This provoked a storm of rebellion among patients. They complained of the lack of privacy while defecating. They objected also to the fecal odor. Many patients threatened to leave irregularly and actually three or four did so. Later in hospitalization, after the bedside commodes are removed, and the patients are up and around, this problem disappears.
The kinds of issues provoking threats of irregular discharge in the ambulatory period when the patients are active a good deal of the time and are beginning to visit the shops, etc., increasingly center around problems of status and authority. The patients become more selfassertive. There have been "mass" threats of irregular discharge over changes in ward rules, over a new circular from the manager, involving such questions as the deadline for returning from passes, etc. Cliques develop among patients. Often there is a good deal of horseplay on the wards and an occasional open group defiance of the doctor. We have observed instances in which relatively passive patients have left the hospital, apparently under the sway of a "gang leader." It was the opinion of all who knew these patients that they would not have left had they not been afraid to lose face with the particular cliques of peers with which they had been associating. Physicians now, on the hospital staff, who had previously been patients, have confessed that they found themselves unable to restrain a kind of "nose thumbing" defiance of the hospital administration during this later stage of hospitalization. This attitude bears a close resemblance to the rebellion seen in adolescence.
It is during this period that relationships within the patient group assume great importance. Caudill et al., in a recent study at Yale, have called attention to the subtleties of the relationship among members of the patient population and have revealed very clearly that the staff is often completely ignorant of these relationships. At this period of hospitalization it appears essential to grant patients an increasing share of responsibility for their own welfare and behavior. And, as in the case of teen-agers, one must help them gradually to attain adult responsibility. This is a turbulent period of struggle against a simultaneous awareness of inner dependency and of the necessity of resuming mature responsibilities.
Group therapy appears to offer some promise in controlling these forces. Even more promising is the recent development, at this hospital, of a patient council, which originated from many sources, at least one of which was a group therapy project on one of the ambulatory wards. What had been a therapy group developed into an action group. Many minor though trying problems (such as the selection of radio programs and the hours and limits of early pass privileges) have been taken up by the patient council and dealt with in a constructive manner in cooperation with the man-VOL. xvn, NO. 4, 1955 285 agement of the hospital. The patient council is taking more and more of a role in a "buddy" fashion in persuading patients, on the point of AMA discharge, to remain. Through weekly radio broadcasts within the hospital, the council assists in controlling irresponsible rumors and in promoting better understanding between staff and patients.
The very late irregular discharges begin to assume even more mature characteristics in some instances (though impulsive discharges, such as described above, occur any time in hospitalization). We have observed irregular discharges which were strongly colored by a patient's sense of duty and by realistic concern for family problems. There is also evidence of an increased awareness of the sacrifices made by loved ones during a long period of hospitalization. This is coupled with an increasing sense of responsibility toward family and job. For example, an optometrist, who had gone through his hospitalization without any particular difficulties up to this point, left six weeks before he would have received a regular, medically sanctioned discharge. This was done so as to take over the practice of a fellow optometrist who had died. The patient's attitude was quite realistic. It was marked by a measured concern for the future of his family, as compared with the risks to his own health incurred by the sacrifice of the last few weeks of hospitalization.
The Madison Sentence Completion Form
The discussion, thus far, has dealt with some of the difficulties faced by patients in adjusting to hospitalization. Many of these difficulties seem closely related to irregular discharge. However, the quantitative significance and importance of these problems are still undetermined. The need at present is for some quantitative method of assessing the emotional and social barriers to adequate hospital adjustment, which seems to lead to irregular discharge.
A long-term research project is now underway at this hospital, involving an investigation of the varieties of reaction to hospitalization and of specific disturbance in hospital interpersonal relationships. This study will attempt to survey a large number of patients, by a variety of techniques, in order to obtain accurate pictures of adjustment patterns of irregular discharge patients as compared with those of patients who are regularly discharged. One of the first fruits of this project has been the development of a psychological form designed specifically for the evaluation of the attitudes and emotional reactions of tuberculosis patients.
The Madison Sentence Completion Form 5 consists of 80 incomplete sentences. By completing these sentences the patient expresses his attitude and feelings in regard to bedrest, hospitalization, having tuberculosis, the hospital staff, ward living, family problems and irregular discharge. The relevance of this test to the problem of irregular discharge resides in its making available unique types of responses given by patients who subsequently obtain irregular discharges, as compared to the types of responses given by those who receive regular discharges.
In an exploratory study, the test responses of 25 randomly selected patients who left irregularly were compared with those of 25 patients who were discharged from the hospital with medical approval. An item analysis revealed a number of interesting tendencies which distinguish the two groups. Using an approach based on Rorschach scoring concepts, the patient's responses were rated in terms of three categories of emotional reactivity: CO underreactivity, (2) "normal" reactivity, and (3) overreactivity. For example, in response to item 3 of the form: "When a person is first told he has tuberculosis . . ." the three groups of reactors are inclined to respond in the following manner: Results showing marked statistical significance between the responses were found on this and many of the other items. The regular discharge patient tends to express a "normal" degree of emotional reactivity to his disease and hospitalization. The responses of the irregular discharge patient, on the other hand, tend to fall into either the underreactor or overreactor categories. Apparently, the underreactors are those potential irregular discharge patients who do not form close interpersonal attachments within the hospital. They do not invest their emotions in persons or things outside of themselves. These are the patients who tend to be isolated 1 . The overreactors, on the other hand, appear to be emotionally "trigger happy." They have low frustration tolerance, and react in an exaggerated way to relatively minor stimuli. The overreactors are apt to leave the hospital at a moment's notice whenever things go wrong.* Another sentence completion item which tends to discriminate between the two groups is: "I have most confidence in. . . ." The regular discharge patient is more likely to complete the sentence with a personal reference to his own ward physician or another specific person. For example, he may conclude the sentence with:
... My doctor. ... Dr. Smith.
* We suspect that these overreactors are more "retrievable" than the underreactors. If given an opportunity to blow off steam, or as a result of being removed from the particular ward situation that helped produce his irritation, the overreactor may be kept in the hospital and prevented from going AMA.
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... My wife. ... God.
The irregular discharge patient is inclined to be more impersonal about his confidence and is more likely to respond with:
... The doctors. ... The staff.
. . . My:
per; self. Other types of responses which distinguish between the two groups are those in which the patient expresses a feeling of helplessness or of weakness and invalidism. Such responses are more often given by patients who will remain in the hospital until discharged regularly. The irregular discharge patient, on the other hand, seems unwilling to express a need for attention and care. A further distinguishing feature between the two groups involves the actual refusal to fill out the Sentence Completion Form. One can predict, well beyond chance, that the suspicious or selfcentered patient who is unwilling to give 30 minutes of his time to filling out the form is also unwilling, in the long run, to abide by the "doctor's orders," and usually leaves irregularly.
The Hospital Environment and Its Relevance to Irregular Discharge
The discussion thus far has dealt with factors arising within patients. To turn to another large group of factors in irregular discharge, we must consider the hospital environment, or more specifically the people who make up this environment. We have observed all types of "counter-transference" problems comparable to those encountered in individual psychotherapy. Stanton and Schwartz, in a discussion of the relationship of staff problems to disturbances in patient behavior, indicate the development of certain triangular relationships, in which the patient becomes the center of emotional controversies between various staff members. Such disputes among staff members at our hospital have been observed on occasions. Problems of consistency of information given to patients are of great im-portance in patient adjustment in a tuberculosis hospital. In brief, all the family problems that affect childrearing, all the controversies between mother and father, grandparents, and the like, in which the child can be used as a "football," appear to infect or affect the hospital "family."
Patients are acutely aware of rejections by the physician. Some of these rejections may stem from the doctor's fear of contracting tuberculosis. Irregular discharges have been precipitated by quarrels between the patient and the doctor involving the latter's narcissism (which can be wounded in many ways). Doctors, at times, become hostile to patients because the patients reject the doctor. A familiar pattern is that of the resident physician, who initially overindulges a patient (often through overidentifying himself with the patient). At the first sign of hostility from the patient, the resident responds with rejecting and punitive attitudes. Physicians (and other staff members) vary in their attitudes toward the dependency demands made upon them by patients, both from time to time and from patient to patient. In a few instances, because of available psychotherapeutic data, it was possible to see clearly how doctors tend to act out their own deeper problems in the doctorpatient relationship, and how this acting-out related both to irregular discharges on their wards and to other types of patient misbehavior.
A doctor who is himself very much at sea with regard to his own infantile wishes for passive gratification, and who is subject to rage reactions when these needs are thwarted, is often unable to deal realistically with patients who present him with their own problems in similar areas. Almost any neurotic problem in the doctor will affect his relationships with patients to some degree. These problems in the doctor which interlock with, or mirror, the problems described above (i.e., those common among irregular discharge patients) are, of course, most likely to increase the incidence of irregular discharge.
Attitudes expressed occasionally at the medical therapy board also reveal certain of the irrational elements of the doctor-patient rela-tionship. Such comments as "Good old Joe. Let's give him a break," may be heard when the possibility of advancing a patient is discussed. On the other hand, such remarks as "This uncooperative 'character' hasn't shown us he is ready to advance yet," reveals a certain arbitrariness among staff members.
A deeper thread runs throughout all these problems of the doctor-patient relationship. This is the problem of having to rely for the present upon a treatment method which involves a great deal of compulsive ritual. The doctor is placed in the position of the magician, or the high priest, in regard to bed-rest schedules, selection of drugs, advancement in classes, etc. When these rituals are challenged by patients who wish to be treated as individuals, the doctor's only recourse in many instances is to intensify the compulsive nature of his defenses against the uncertainties and anxieties of his position. There are signs that the emergence of new antibiotics and surgical procedures may give the physician an increased security and, hence, a more flexible and realistic attitude toward the treatment of individual patients.
In attempting to deal with this type of problem, staff-centered ward conferences conducted by the psychiatrically and psychologically trained members of the hospital staff are of importance. Regularly held advisory conferences between individual ward residents and a psychiatrist have shown promise in exploring and alleviating some of the problems of the doctor-patient relationship.
Sometimes relationships between patients and staff reach an explosive degree of tension before it is realized by anyone except the patient. This is particularly characteristic of the "trigger-happy" impulsive individual, as described above.. In such instances there is no time for the careful exploration and solution of the difficulties involved on the ward. The one technique which we feel is promising, in dealing with impulsive discharge, is the use of a specific irregular discharge ward and procedure. In this hospital the efficiency of the ward personnel and the alertness and cooperative spirit of the staff in the clothing room and Finance Section often resulted in patients
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walking out the front door within 15 minutes after their announced decision to leave. These patients would often "cool off" and regret their acts within 24 hours. An administrative procedure was therefore devised which required that all patients go to a "discharge ward" for an elaborate "pre-discharge workup." This includes a final X-ray film and the investigation of as many minor pathological findings as an alert internist can detect. All in all, the patient is obliged to go through as much red tape as possible before the exit door is opened. In this fashion he is removed from the situation in which he has taken his stand, and his selfesteem and "face" are preserved. Furthermore, time is secured for exploration of problems in patient-staff relationships, and since the patient is placed in the care of the "dischargeward" physician, there is increased freedom of expression of hostile feelings afforded the patient. Specific efforts are made to persuade the patient from leaving. Social service facilities are brought to bear on extra-hospital problems. Members of the Patient Council, the Contact Officer, and other resources are used constructively in attempting to prevent irregular discharge. The long-term effectiveness of these procedures will be reported at a future date.
The foregoing observations and theoretical considerations dealing with the problem of irregular discharge have led us to believe that irregular discharge is a function of a complex equation. The variables in this equation appear to be: 
Summary
The efforts to understand and deal with the problem of the high rate of irregular discharge among tuberculosis patients are presented. This study, undertaken at the V. A. Hospital, Madison, Wisconsin, began with an exploration of the many factors which have been held responsible for irregular discharge. Such single factors as age, race of patient, and distance of hospital from patient's home did not differentiate significantly between patients who received regular discharges and those who left the hospital prematurely. Similarly, extra-hospital situational factors did not provide significant differences between the two groups of patients. Preliminary attempts at distinguishing between the patients on the basis of neuropsychiatric diagnosis also produced negative results.
A further exploration of the problem, however, based on intensive psychiatric interviews and psychological testing resulted in the formulation of a number of fruitful hypotheses concerning the causative factors of irregular discharge. It is proposed that irregular discharge, for the individual patient, centers around the reactivation within the hospital of his earlier developmental patterns of adjustment. The usual course of hospitalization begins with strict bed rest. This places the patient in a dependency state comparable to the one experienced in infancy. In subsequent periods of hospitalization, the patient progresses through stages involving increasing VOL. XVII, NO. 4, 1955 289 responsibility and independence in relation to the parental figures among the hospital staff. The developmental pattern concludes, after an "adolescent" period, with the resumption of the adult role. The relationship of irregular discharge to the problems of hospital adjustment characteristic of each stage in the developmental process is discussed. The central theme in all of these problems appears to be that hospitalization for tuberculosis requires a marked restructuring of the patient's interpersonal attachments as well as a reorganization of the economy of the patient's personality. Any interference with this reorganization may become manifest in the act of irregular discharge.
Irregular discharge appears to be a function of a complex equation. Some important variables' of this equation are described. It is believed that a lessening of the effects of any one of the variables can reduce the incidence of irregular discharge.
Several methods for the early detection of patients who are apt to resort to irregular discharge are discussed. Specific procedures aimed at modifying the factors which make for irregular discharge are described, and suggestions are made for further research in this direction.
